In our unit, patients are thoroughly washed from head to toe, including the burnt area. All loose skin is gently removed and hair is shaved where burns extend into the hairline. This has become an essential component of our initial care and should ideally be done within 8 hours after a burn. Furthermore, deep burns are excised and grafted early; measures are taken to promote primary wound healing and no prophylactic antibiotics are used. We distinguish SIRS from sepsis by using the American Burn Association SIRS/sepsis criteria and we also view procalcitonin levels as a specific marker of bacterial sepsis ( Fig. 1 and Table 1 ). [3] In a recent study in our unit, sepsis was suspected in 74 infants; only 15 (20.3%) had positive blood cultures. Procalcitonin levels in those with positive blood cultures were on average 39.4 ng/mL (95% confidence interval (CI) 0.1 -1 303). All children survived. [4] These results are supported by the meta-analysis by Cabral et al., [5] who found procalcitonin to be 46. 8 [6] showed procalcitonin levels to be on average 47.19 ng/mL in burn patients with septic shock and positive blood cultures and 29.54 ng/mL in those with positive cultures without septic shock. In the culture-negative group, the average procalcitonin was 1.81 ng/mL. Staphylococcal toxic shock syndromes typically give procalcitonin levels in the low hundreds and streptococcal toxic shock syndrome can give procalcitonin levels ≥1 000 ng/mL. Provided correct treatment is rendered, survival is excellent.
Our indication for testing procalcitonin would be a child who has confirmed SIRS and at least 3/8 points, indicating sepsis on the American Burn Association SIRS/sepsis chart (Fig. 1) . In the first 48 hours, children with signs of staphylococcal toxic shock syndrome (rash, fever, vomiting and diarrhoea) or ongoing tachycardia despite adequate pain control and resuscitation, would also be considered for testing. This is to identify toxic shock syndromes that occur in the first 72 hours. At a procalcitonin value of >2 ng/mL, we consider initiating intravenous antibiotics, although recent studies suggest that levels as low as 0.5 -1.5 ng/mL may indicate sepsis. [7] [8] [9] Typically, blood cultures only become positive after hours or days, which delays appropriate goal-directed antibiotic therapy. Because of the half-life of procalcitonin (22 -35 hours) and the cost of testing, re-testing should be performed after 48 -72 hours, unless the clinical picture indicates non-responsiveness to the chosen antibiotic. [8] Antibiotic treatment may be discontinued with a procalcitonin value of ˂2 ng/mL and if the clinical picture shows improvement.
Although testing is relatively costly (ZAR388.00 per test), we consider it to be cost-effective when taking into account the risk of delayed therapy, the cost of prolonged hospital stay and antibiotic treatment when not indicated, including that of intravenous cannulas, lines and fluids required to deliver antibiotic therapy.
In conclusion, procalcitonin testing is used in our burns unit as an early indicator of sepsis, toxic shock syndromes, monitoring response and stewardship to antimicrobial therapy. 
